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K000 INITIAL COMMENTS K 000

A Life Safety Code Survey was conducted at
Birchwood Terrace on March 30, 2010.
Accompanying the surveyor during the tour of the
facility was the Maintenance Director.

K 056 NFPA 101 LIFE SAFETY CODE STANDARD K 056 6/4/10
SS=C
If there is an automatic sprinkler system, it is
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the
building. The system is properly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. ltis fully
supervised. There is a reliable, adequate water
supply for the system. Required sprinkler
systems are equipped with water flow and tamper
switches, which are electrically connected to the
building fire alarm system. 19.3.5

This STANDARD is not met as evidenced by:
Based on observation and confirmed by
interview, the facility failed to assure sprinkler
coverage met standard as required by NFPA 13.

Per observation during the tour of the facility on
March 30, 2010, that the sprinkler head is
missing in the shed off the main boiler room.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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